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What constitutes effective problematic substance use treatment from the 
perspective of people who are homeless? A systematic review and meta-
ethnography  
 
Background: People experiencing homelessness have higher rates of problematic 
substance use but difficulty engaging with treatment services. There is limited evidence 
regarding how problematic substance use treatment should be delivered for these 
individuals. Previous qualitative research has explored perceptions of effective treatment 
by people who are homeless, but these individual studies need synthesised to generate 
further practice-relevant insights from the perspective of this group. 
 
Methods: Meta-ethnography was conducted to synthesise research reporting views on 
substance use treatment by people experiencing homelessness. Studies were identified 
through systematic searching of electronic databases (CINAHL; Criminal Justice 
Abstracts; Health Source; MEDLINE; PsycINFO; SocINDEX; Scopus; and Web of 
Science) and websites and were quality appraised. Original participant quotes and author 
interpretations were extracted and coded thematically. Concepts identified were compared 
to determine similarities and differences between studies. Findings were translated 
(reciprocally and refutationally) across studies, enabling development of an original over-
arching line-of-argument and conceptual model.  
 
Results: Twenty-three papers published since 2002 in three countries, involving 462 
participants, were synthesised. Findings broadly related, through personal descriptions of, 
and views on, the particular intervention components considered effective to people 
experiencing homelessness. Participants of all types of interventions had a preference for 
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harm reduction-oriented services. Participants considered treatment effective when it 
provided: a facilitative service environment; compassionate and non-judgemental support; 
time; choices; and opportunities to (re)learn how to live. Interventions that were of longer 
duration and offered stability to service users were valued, especially by women. From the 
line-of-argument synthesis a new model was developed highlighting critical components of 
effective substance use treatment from the service user’s perspective, including a service 
context of good relationships, with person-centred care and an understanding of the 
complexity of people’s lives.  
 
Conclusion: This is the first meta-ethnography to examine the components of effective 
problematic substance use treatment from the perspective of those experiencing 
homelessness. Critical components of effective problematic substance use treatment are 
highlighted. The way in which services and treatment are delivered is more important than 
the type of treatment provided. Substance use interventions should address these 
components, including prioritising good relationships between staff and those using 
services, person-centred approaches, and a genuine understanding of individuals’ 
complex lives.  
 
Keywords: Substance use; treatment; interventions; qualitative; homelessness; meta-
ethnography; inclusion health;  
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Background 
The number of people experiencing homelessness is significant and growing, with 
estimates of 307,000 people in the UK (1), 550,000 in the USA (2), and 235,000 in 
Canada (3) at any one point. Homelessness is a complex and multi-faceted issue. 
Individuals who are homeless are those without suitable, stable and permanent housing, 
including those who are sleeping rough, living in hostels, with family/friends or in 
residential treatment programmes; living in insecure accommodation; and those living in 
unsuitable housing (4). Homelessness is caused by a range of factors, with poverty often 
being central in the likelihood of someone becoming homeless (5,6). The experience of 
other adverse events, such as traumatic childhood experiences, imprisonment, 
institutional care, substance use, relationship breakdowns and mental health problems are 
also associated with increased likelihood of homelessness (7–9). Homelessness, housing 
and health are intrinsically linked (10). People experiencing homelessness report poorer 
physical and mental health than the general population (11). For instance, in the UK this 
group are four times more likely to die prematurely; on average, aged 37 years for women, 
and 42 years for men (12).  
 
There are strong links between homelessness and substance use (13), with a significant 
number of people experiencing homelessness using alcohol and/or drugs (14). For some it 
is a way of coping with previous trauma, by blocking out disturbing memories and 
emotions; for some a habit they may have acquired prior to becoming homeless; and for 
others still a new experience they may have come across since losing their home (13–16). 
Previous research has also demonstrated associations between drug overdose and 
poverty (17); housing (18); and living in single room occupancy, low income hotels (19). In 
the UK in particular, the interconnected issues of homelessness, substance use, mental 
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health problems, violence, trauma and criminal justice involvement are particularly strong 
(6,20). While there are strong links between homelessness and substance use, especially 
among street-involved populations, it is important to note that not all people experiencing 
homelessness will use drugs and/or alcohol. The focus of this review is, however, on 
these individuals who are experiencing both homelessness and problematic substance 
use. 
 
Despite increased morbidity and mortality, engagement with healthcare often occurs at 
crisis point, where those experiencing homelessness use accident and emergency 
services rather than primary care (21), with high cost implications (22,23). Avoidance of 
mental health services and problems taking medication as required are also reported by 
those experiencing homelessness, often due to a range of external barriers (24). Recent 
austerity measures and funding cuts to services have resulted in reduced services, and 
services discharging people more quickly (6,25–27), making access to health care and 
problematic substance use treatment more challenging. The importance of taking a holistic 
approach to supporting those who are homeless with problematic substance use is 
acknowledged. For example, several quantitative systematic reviews have examined the 
effectiveness of different types of interventions for this group, and these conclude that 
provision of housing (28), tailored primary care services (29), and formal case 
management (28,30,31), are effective in improving health/addressing problematic 
substance use.   
 
Treatment for problematic substance use  
Treatment approaches for problematic substance use treatment are wide ranging and can 
be placed on a continuum ranging from harm reduction to abstinence-based approaches, 
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with increasing acknowledgement of the value of taking a combined approach (32). 
Abstinence-based approaches, where people are expected to completely stop using 
substances, can be unrealistic for those experiencing homelessness (33–35). Harm 
reduction approaches aim to minimise harms/risks associated with problematic substance 
use (36) and such models are currently recommended for people who are homeless and 
unable (or unwilling) to work towards abstinence (34,37–39). The principles of harm 
reduction include providing compassionate care that promotes dignity, whilst taking a 
participative, pragmatic, goal-setting approach (36,40).  
 
There is limited evidence regarding how treatment for problematic substance use is best 
delivered to those experiencing homelessness, although engaging, flexible services are 
important (34,41). However, many people with experience of homelessness report that 
their needs are not well met when accessing mainstream health or substance use 
services. Stigmatising and negative attitudes also, unfortunately, remain commonplace 
(21,42–44). For those who have successfully engaged with treatment, there can be 
distinct challenges associated with continued engagement with treatment and recovery as 
a result of being homeless. Recovery capital refers to the resources people can draw on to 
begin and maintain recovery from problematic substance use (45) and involves four key 
components: social capital (relationships with others); physical capital (income, savings, 
property); human capital (knowledge, skills, health, education); and cultural capital 
(values, beliefs and attitudes that promote social norms) (45). Those experiencing 
homelessness often have low levels of recovery capital (46), which means that the 
process of treatment and recovery can be particularly difficult, with improvements hard to 
sustain.   
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Qualitative evidence synthesis 
Most of the evidence identifying components of effective treatment of problematic 
substance use comes from quantitative studies examining effectiveness of treatments in 
terms of quantifiable, post-treatment outcomes. Qualitative research can supplement 
quantitative research by providing in-depth understanding of service contexts (47), and 
enabling the needs, preferences, and experiences of those using services to be taken 
more fully into account when developing and evaluating new interventions/services (48). 
While individual qualitative studies can provide important personal insights into effective 
substance use treatment, this evidence is frequently criticised as sitting low in the 
evidence ‘hierarchy’ (49), and thus its potential contribution to assessing intervention 
effectiveness is devalued. Synthesising qualitative studies can strengthen the weight of 
such evidence by bringing together single studies, and there has been recent recognition 
of the value of such work (50). Previous qualitative syntheses in the fields of 
homelessness and problematic substance use have examined the perspectives of 
mothers in caring for children in shelters (51), their views on treatment services (52,53), 
and natural recovery from alcohol and drug problems (54), views of mothers on, and safer 
environments for injecting drug users (55). This is the first published qualitative synthesis 
to examine what constitutes effective treatment for problematic substance use from the 
perspective of people who are homeless.  
 
Methods 
Meta-ethnography rationale 
Noblit and Hare’s (56) meta-ethnography (ME) is the most commonly cited qualitative 
synthesis approach (57–59). ME has the potential to produce novel conceptual 
understandings of complex issues (60) through translating and synthesising original 
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participants’ views/experiences, and authors’ interpretations (as reported in published 
studies), into a new higher level interpretation, leading to the development of a new 
theory, model, or framework (56). As such, ME was the most suitable approach for this 
review. There are seven overlapping phases of ME: (1) getting started; (2) deciding what 
is relevant; (3) reading the studies; (4) determining how the studies are related; (5) 
translating studies into one another; (6) synthesising translations; and (7) expressing the 
synthesis (56). Although initially devised to include only ethnographic studies, ME has 
evolved to include all types of qualitative research and is widely used in health research 
(52). The methods are outlined below and have benefitted from the newly available 
eMERGe ME reporting guidance (61). Further details are presented in Additional File 1.   
In Phase 1 we identified our ME research question as: What components of problematic 
substance use treatment are perceived to be effective by adults (aged 18+) who are 
homeless? Preliminary searching was conducted to ensure the availability of a body of 
literature to be synthesised. As there are no standard definitions of homelessness (62), we 
defined our key terms. ‘Homelessness’ was defined as a lack of suitable, stable and 
permanent housing, and ‘at risk of homeless’ included those likely to lose their homes. 
Both harm reduction and abstinence-based approaches were considered ‘treatment’; and 
‘effectiveness’ was broadly used to mean whatever the recipients of a service or 
intervention considered was beneficial or helpful to them (see also Additional File 1 for 
details). The study protocol was developed and registered with PROSPERO 
(CRD42017069745). 
 
Search strategies 
Systematic literature searching of electronic databases and ‘grey’ literature was conducted 
in May 2019 (Phase 2) to identify relevant studies consisting of comprehensive electronic 
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database searches and ‘grey’ literature searches. The SPIDER tool (63) was used to 
identify search terms (Table 1 and Additional File 1). Eight electronic databases (CINAHL; 
Criminal Justice Abstracts; Health Source; MEDLINE; PsycINFO; SocINDEX; Scopus; and 
Web of Science) were searched for qualitative studies published between 2000 and 2019. 
‘Grey’ literature was identified by searching the websites of various relevant organisations 
for possible items such as research reports published since 2007 (Table 2). Reference 
lists of all included studies were also reviewed for potential items.  
Table 1 here 
Table 2 here 
 
Selection criteria and quality appraisal 
Papers were eligible for inclusion if they: (a) reported primary qualitative research of 
perspectives of treatment for problematic substance use; (b) were published in English; (c) 
included adults aged 18 or over who were homeless/at risk of homelessness and had 
accessed treatment for problematic drug and/or alcohol use. Papers that specifically 
focused on ‘youth’ homelessness were excluded because they were not comparable to 
the rest of the literature, in terms of service settings and demographic characteristics of 
participants. Full inclusion and exclusion criteria are provided in Box 1. Possible items for 
synthesis were screened by two reviewers (HC/JM) working independently and then 
comparing results. Items were initially screened against our study eligibility criteria by title 
and abstract and then full text. Potential disagreements about studies for inclusion were 
referred for arbitration (TP/NR). Literature searching and screening results were reported 
using PRISMA (64).  
Box 1 here 
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Studies meeting the inclusion criteria were read repeatedly (Phase 3) and quality 
assessed using the Critical Appraisal Skills Programme (CASP) checklist (65) (see 
Additional File 2 for the quality appraisal table). Quality appraisal allowed for the 
systematic consideration of study strengths and weaknesses (50): it was not used to 
exclude studies (66).  
 
Data extraction and analysis 
Study characteristics, including setting, participant characteristics and methods, were 
entered into an Excel spreadsheet. First-order (participant quotes) and second-order 
(author interpretations) data were extracted and entered into NVivo version 11 for each 
study. As Phase 3 progressed it became apparent that some included studies lacked the 
depth of reporting of original participant views needed for a ME approach and, as such, 
would not be suitable for synthesis. A team meeting was held to review the included 
papers and make a decision for each paper as to whether it had sufficiently rich data for 
synthesis. Papers which were considered to insufficiently report rich data either had too 
few participant quotes (five or less) or had more quotes but these were too briefly 
reported. These papers were therefore excluded from further phases of the ME (see 
Figure 1 and Additional File 3).  
 
In Phase 4 papers with sufficiently rich data had their first- and second-order data coded 
line-by-line to identify each study’s main themes and concepts. Resulting codes for first- 
and second-order data, such as ‘support’, were entered into Excel matrices, which 
enabled us to determine how studies related (or not) in their design (e.g., participants, or 
setting) and findings. This facilitated translation (Phase 5), as the matrices determined 
whether similar concepts, themes, and metaphors were reported in different studies, albeit 
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expressed in different language (reciprocal analysis), and enabled identification of 
disconfirming cases (refutational analysis), i.e. studies that reported findings different from 
others.  
 
Study findings were also reciprocally translated against two a priori categories created 
from the review question: 1) ‘what components of treatments/interventions were perceived 
by study participants as effective, and why?’; and (2) ‘how does effective treatment work?’. 
Through an iterative process of translation, concept maps (Additional File 4) were created 
from which an ‘over-arching’ third-order interpretation was developed and formed into a 
new line-of-argument (Phase 6) and conceptual model. In Phases 3–5, HC led on data 
extraction and analysis, with NR/TP/JM checking for accuracy. Any disagreements were 
discussed until consensus was reached, with regular team meetings used for reflection, 
critical in ME, allowing us to challenge analytical processes and interpretations. In Phase 7 
(expressing the synthesis), the initial narratives of our line-of-argument and conceptual 
model were presented for ‘sense checking’ to three people with lived experience of 
homelessness and substance use. Their comments were carefully reflected upon in the 
context of the study data and, where appropriate, refinements were made to our synthesis 
and conceptual model. We also reflected on those papers which were excluded from 
translation because of insufficiently rich data (n=3). This was done to consider whether 
they would have altered or refuted our final interpretation had we included these studies in 
Phases 4–6. 
 
Findings 
Overview of included studies 
13 
 
Our searches identified 23 papers (Figure 1): 22 published papers (33,67–87), and one 
‘grey’ literature study (88). Four papers were from two studies (68,69,77,85), meaning the 
findings from 21 studies were synthesised. 
Figure 1 here 
 
Characteristics of the included papers are detailed in Table 3. In this table, we highlight 
the differences in these included studies, in terms of setting, participant demographics and 
intervention/service. Briefly, the 21 studies were conducted between 2002 and 2018 in the 
USA (n=11), Canada (n=7), and the UK (n=3), involving 462 participants (one study did 
not report participant numbers) ranging from 18 to 62 years. Three studies focused 
entirely on women (84,86,87), and five involved men only (70,80–83). In the remaining 
studies, although women were involved, 50% to 84% of participants were male; only one 
study reported a majority of female participants (75).  
 
Participants’ ethnicity was reported in 17 studies, and, in 11 of these, most participants 
were from ethnic minority groups. For studies conducted in the USA, most participants 
were Black, Hispanic, mixed race, or Indigenous American. In four of the five Canadian 
papers that reported ethnicity, most participants were Indigenous Canadian. In one UK 
study, participants were Polish (88). Data were collected using individual interviews 
(n=13), focus groups (n=2), and combined methods, including interviews, focus groups 
and town hall meetings (n=6). Participants were recruited from a range of services rather 
than directly from the streets. Ten studies provided insight into participant views of 
services generally (33,67,72,75,76,82,84,86–88), one study explored a hypothetical 
intervention (74), and 10 studies examined specific substance use interventions (68–
71,73,77–81,83,85).  
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Table 3 here 
 
Study findings reciprocally translated into our a priori categories as follows.  
 
What treatments/interventions are perceived as effective by those using them, and 
why?  
Table 4 provides details of participant experiences with harm reduction and abstinence-
based interventions, delivered in different settings. Participants in the study by McNeil et 
al. (74) discussed the merits of a hypothetical harm reduction intervention drawing on their 
experiences of other interventions such as Twelve Step programmes.  
Table 4 here 
 
Abstinence-based treatment was praised for the provision of peer support and people’s 
desire to help others, with one participant stating: “it does help because you’re around like-
minded people” (27; p.91). Abstinence-based residential treatment was the “time out” from 
heavy alcohol use and homelessness, with some using it as a safe space to stop drinking 
for a short period, because “Treatment wasn’t really about getting sober” (27; p.91). Some 
said that they felt better after enforced abstinence (33). Less positive, however, was the 
perception that abstinence-based approaches were not effective because they triggered 
cravings (78,83,85), and did not address the underlying issues affecting substance use 
and homelessness (33,71,73,74,78). Some stated that these approaches were ineffective 
because they were unable/unwilling to stop using substances, or if they abstained during 
their programme they returned to using substances on leaving (33,71,78).  
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Housing programmes involving harm reduction approaches, such as Housing First, 
Managed Alcohol Programmes and transitional housing, were viewed as providing a place 
of safety and security, with people feeling at home: “you feel safe, you feel like you’ve got 
a warm place to stay, and you know, some home” (73; p.8). The provision of alcohol within 
Managed Alcohol Programmes and allowing people to use alcohol within Housing First 
settings, ensured that withdrawal symptoms could be controlled (73,83,85). Participants 
also spoke highly of the peer support element of these settings, being around those who 
have similar experiences, and the importance of non-judgemental staff (33,73,85). On the 
other hand, the availability of alcohol when someone wanted to stop using alcohol was 
perceived as challenging (33,71,85).  
 
Harm reduction approaches were discussed by participants in six studies 
(33,70,73,74,79,83), although, in one case, the intervention which allowed those who use 
drugs to do so safely in hospital, was hypothetical (74). Participants appreciated trusting, 
non-judgemental staff, the peer support available to them, and being in a place of safety 
(73,74,79,83). Reducing alcohol consumption and managing withdrawals from alcohol 
were also described positively (73). Some participants spoke of the challenges of being in 
an environment where alcohol was available when they were keen to avoid drinking: “If 
there is a group of people that are drinking a whole bunch … I reach a certain point, and 
I’ll excuse myself” (33; p.94). The tensions between harm reduction and abstinence in a 
transitional housing setting were discussed, highlighting the mixed messages and 
confusing policies participants received in a service in which while abstinence was not 
required, substance use was forbidden on site (79). 
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In terms of online delivery of harm reduction interventions, the flexibility, user-friendliness, 
and non-judgemental approach of one such intervention, Breaking Free Online, was 
reported positively by participants (68,69). Participants also appreciated the opportunity to 
develop new skills, such as using computers, and coping strategies:  
 
The convenience of it … it can be done anywhere, if you have got a laptop. You 
can do it in the middle of the park somewhere on a nice summer’s day, rather 
than going all the way to [drug agency], catching the bus and travelling all the 
way up there. (68; p.260-261)  
 
However, participants also described occasions when this intervention was less effective, 
including difficulties in using the programme in communal areas, on poor equipment, or 
when staff were unavailable to allow access (69). 
 
The findings from these qualitative studies cannot conclude that these interventions are 
effective for all users, at all times, but offer useful insights into the particular elements of 
these programmes that participants found beneficial. Further details of participant views of 
what worked (and did not) are shown in Table 4. 
 
How does effective treatment work from the perspective of people who are 
homeless? 
Across all studies, five factors were identified regarding how substance use treatment was 
perceived as effective for those experiencing homelessness: facilitative service 
environments; compassionate and non-judgemental support; the importance of time; 
having choices; and opportunities to (re)learn how to live. 
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(i) Facilitative service environments 
Participants in 11 studies (67–69,71–74,76,78,82,84,88) discussed the service 
environment and how it affected their experiences of treatment. In most studies 
participants reflected on the positive service environments within harm reduction-oriented 
services. Service environments could be described as ‘facilitative’ where they had features 
that enabled health, wellbeing, and elements of recovery for those using them. For 
example, Neale and Kennedy’s (67) participants identified facilitative service environments 
as those that are friendly, relaxed, clean, warm, and offer privacy. Service environments 
were welcoming when they did not result in (re-)traumatisation by creating feelings of 
powerlessness (78). These service environments had staff who were understanding of 
individual circumstances, well-trained, available, and had a respectful attitude: 
 
It’s almost like they’re giving all their trust in you, the workers here, it’s like they 
trust you … got confidence in you. (73; p.6) 
 
Such positive environments included settings where participants had access to staff who 
had lived experience of homelessness, substance use, or other relevant life events, 
suggesting that they believed that such staff could relate to them more effectively 
(72,78,82,84). 
 
The importance of safety was also reported by participants in three harm reduction studies 
(73,74,83), as illustrated below: 
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People carry knives, there’s fights every night. People are drinking that 
hairspray and mouthwash … But here that doesn’t happen … it’s a big 
difference … Yeah, I felt a lot safer. (73; p.5) 
 
Conversely, male and female participants talked about sub-optimal service environments 
where they felt unable to trust providers (73,84), did not have access to staff trained in 
dealing with challenging behaviours or who understood drug and alcohol use (71,74), or 
experienced high staff turnover (67). In Sznajder-Murray and Slesnick’s (84) study, women 
reported being fearful of having their children removed, and viewed staff as lacking 
understanding, and being judgemental, disrespectful, and disregarding of their own efforts 
to manage their problems. In another study, women stated that their relationship with staff 
in an abstinence-based setting was adversely affected by high staff turnover, with 
participants finding it difficult to explain their situation again to new staff: “you can’t pour it 
all out again” (87; p.405).  
 
(ii) Compassionate and non-judgemental support 
Compassionate and non-judgemental support from staff and peers was the most 
consistently mentioned component of effective treatment services. It was reported in all 
but three studies (76,80,86), across both harm reduction and abstinence-based settings. 
Participants talked about the need to feel cared for and treated as individuals, by staff who 
would listen and be open and honest. Feeling cared for included: having staff who looked 
out for them, provided encouragement, helped them feel accepted, were consistently 
available, went out of their way to help, and who “put their heart into helping” (84; p.7). 
Compassion was all important, as illustrated below:  
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Just somebody loving you heals you. Just somebody taking interest in what 
you’re doing heals you. Just saying that person’s name, taking your time out for 
them, it makes a person – it fills the soul, it fills the heart. The people here 
mainly need compassion. (71; p.852) 
 
… you could just show a little more compassion and gentleness. Understand 
that good people are also addicts … Give them a chance to heal and get better 
(74; p.689) 
 
Conversely, participants talked about their experiences of feeling mistreated by 
disrespectful and uncompassionate staff, and being perceived as “nothing but a junkie” 
(78; p.627), as an “alien” (67; p.202), or as ‘addicts’ and ‘criminals’. Some also reported 
racism:  
 
Sometimes, when you’re in a hospital … and you’re an Aboriginal person … 
you know there’s a lot of racism in the hospital … They mistreat you and they 
don’t care … I think if I was treated equally like the other patients were being 
treated, like human beings and not mistreated, I would [stay] … treat them for 
who they are and not just because we’re Aboriginal people and drug addicts. 
(74; p.690)  
 
Compassion and non-judgemental support included peer, practical, and emotional support 
in harm reduction and abstinence-based settings, as reported in 11 studies (33,67–
70,73,77,82–86,88). Being in close proximity to those with similar circumstances brought 
people together, providing supportive relationships which were also perceived as helping 
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to prevent relapse for those who were abstinent (70,73,77,82,83,85,86,88). Participants 
talked about feeling at ease with the people around them because they could understand 
their situations and experiences. Peer support provided inspiration, hope, and 
opportunities to engage with those further along in their recovery journey (67,82). In two 
studies of Managed Alcohol Programmes (70,73), participants (mostly male) talked about 
peers as ‘family’:   
 
Everybody seems to support each other … the staff and the clients, they treat 
you like family … We try to help each other. (70; p.121)  
 
Being compassionate also included realising what people needed and providing it through 
practical support, including food and non-alcoholic drinks; access to clean clothes and 
medication, and opportunities for tending to personal hygiene; travel expenses; help with 
appointments and finding doctors; support with benefits and budgeting, and gaining 
housing (67,70,86). Neale and Stevenson (68; p.83) reflected on the varied support needs 
of their participants, including access to college, employment, and housing, and “ultimately 
becoming part of society again”.  
 
Emotional support was also viewed as important by participants in seven studies 
(33,67,69,70,82,84,88) and included access to formal counselling and support to manage 
traumatic experiences (67,82). Informal emotional support included being able to talk 
about daily concerns and receiving guidance in a non-judgemental/empathetic manner 
(67,70,84), enabling people to become more positive. Such support was discussed as 
being required in harm reduction and abstinence-based settings (33,67,69,70,82,84,88). 
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(iii) Importance of time 
Participants talked about treatment needing to be long enough in duration for them to 
avoid relapse/move into recovery (33,72,84,86,87). In two studies (86,87), participants (all 
women) reported the need for ongoing support after their abstinence-based treatment 
ended. Neale and Kennedy and Salem et al. (67,86) both discussed the benefits of an 
after-care programme as a way of ensuring a supportive network to prevent relapse. 
Lengthy or continuous support was often considered necessary and could be provided in 
the form of safe housing, such as in Housing First settings. Women in Baird et al.’s (87) 
study talked about feeling ill-equipped for life outside of a shelter, and were concerned that 
lack of support after 90 days of an intensive abstinence-based programme would result in 
relapse. Perreault et al.’s (72) study of a three-year peer support harm reduction housing 
programme reported that participants considered this to be of insufficient length:   
 
… [the programme] ends after three years. After, I’m supposed to have studied 
or worked, but that’s not easy. I don’t know if in three years I’ll be capable of 
working and finding an inexpensive apartment … it worries me a lot, the ‘after’ 
here … It took me six months to sober up and another six to stabilise. I don’t 
count my first year as looking for work or even possibly returning to school, I 
count it as just coming down to earth … The longer it lasts, the happier I’ll be. 
(72; p.357)  
 
(iv) Having choices 
Enabling people to feel that they had a choice about their treatment was reported as 
beneficial in seven studies (33,68,70,74,75,78,81). Participants wanted to be treated as 
individuals with particular needs and be able to set their own goals, rather than experience 
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a “one size fits all” approach (63; p.334). They described past experiences where they did 
not feel that they had choices:   
 
They really cover a whole wide gamut … that really gives the individual a lot of 
options. These other programmes are so set in stone. It’s not even a maze, it’s 
just a straight line and you gotta follow it, where Help Centre just has some 
good things and so many different pathways you can take to achieve what you 
want to achieve for yourself… they want you to know that the focus is on the 
individual. (78; p.630)  
 
The desire for individualised care means flexibility in service delivery. For example, some 
participants experienced periods of abstinence in a harm reduction setting (Managed 
Alcohol Programme) because they were able to choose to stop drinking on their own 
terms (70). In another study, the different needs of participants receiving counselling was 
highlighted: some preferring group settings and others one-to-one (33).  
 
(v) Opportunities to (re)learn how to live   
Across 14 studies (67,69–74,78,80–83,85,86) treatment was seen as providing 
opportunities for clients to learn skills to support them to live their lives away from 
problematic patterns of substance use, which would also help stabilise their lives, 
including their housing. The majority of these studies were harm reduction-oriented, but 
there was also a sense of the need for these opportunities in abstinence-based settings. 
(Re)learning life-skills included using a computer, developing a hobby, cooking, or 
participating in meaningful activities such as art, gardening, group trips and other classes. 
This provided structure and purpose to the day and enabled participants to build their 
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personal identities, alleviate boredom, and distract them from thinking about drugs/alcohol 
(67,83,86): 
 
The programme is … teaching us to be in a home. You know, not like what 
we’re used to, out on the street. Like re-learning how to be in a house with 
responsibilities: got to make your bed, do your laundry, sweep, wash the floor, 
do dishes, and of course, we’re starting to cook. Most of us I think are just re-
learning domestic things that you would normally do in a home. It’s another one 
of the benefits that we get living here. (73; p.7)  
 
This point echoes findings reported in relation to practical support (see section above) on 
helping people to re-learn life skills. Evans et al.’s (70) participants talked about the 
challenges they experienced in learning how to live in a residential, harm reduction setting 
relating to understanding roles and routines. In another study, men and women highlighted 
the challenges of learning to live in a Housing First accommodation, highlighting the 
pressure, either real or perceived, of engaging with harm reduction approaches, as a 
result of previous negative experiences in other settings where substance use was 
penalised: 
 
The first year I would crack a beer in my own house and look around for the 
cops. And, I thought the whole year there was going to be a snag, and I was 
going to get kicked out for sure. (71; p.849) 
 
There was general recognition that having goals and hope for the future was beneficial. 
Working on a range of goals was also important (67). Addressing homelessness and 
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substance use were perceived as essential first steps, but the value of smaller goals was 
also highlighted (78). People reported wanting more responsibility for their lives, including 
seeking employment, reflecting that sometimes they were: “still treated like kids … They 
don’t give us a chance to do it, so we’ll leave here without having that experience” (72; 
p.358), although other participants reported having had different experiences: “They 
turned my life around by showing me I’m my own person and helping me realise for once 
in my life I have choices and decisions’’ (82; p.18). 
 
Developing these life skills appeared to require participants to achieve some stability in 
their lives. There was a sense that effective treatment, both in terms of harm reduction and 
abstinence-based approaches, helped with this stability through providing structure, 
routine, autonomy and meaning in life:  
 
I am doing my daily routine quite well, making sure I get up in the morning and 
don’t just stay up watching shit TV until like four o‘clock in the morning. So I 
think I’m better now, better equipped to get up and do something during the 
day, like a normal human being. (69; p.85).  
 
Whilst reciprocally translating findings, a refutational translation gradually emerged relating 
to the desire for stability. This translation was noted in first-order participant data in 11 
studies of harm reduction and abstinence-based approaches (33,69,71–
74,78,81,83,85,86), but was only specifically noted in second-order author interpretations 
in five studies (68,72,73,78,83). Thus, the level of importance attached to the desire for 
stability by study participants and authors markedly differed: authors often over-looked this 
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when reporting and discussing their most significant findings, despite its centrality for 
service users.  
 
Line-of-argument synthesis 
From translation of findings across the 21 studies a new line-of-argument emerged 
enabling creation of a model illustrating our new understanding of the components of 
effective treatment from the service user perspective (Figure 2).  
Figure 2 here 
 
For treatment to be perceived as effective by those experiencing homelessness, several 
essential components are required: facilitative service environments; compassionate and 
non-judgemental support, including, if possible, the provision of support by people with 
lived experience; interventions that are long enough in duration, and offer continuity of 
support; having choices regarding treatment type (such as harm reduction and 
abstinence-based interventions); and opportunities to (re)learn how to live. Most 
importantly, these components should be provided within a service context which enables 
good relationships, person-centred care and an understanding of the complexity of 
people’s lives.  
 
Service and treatment environments should be facilitative, staffed by people who are non-
judgemental, compassionate, respectful, and well-trained. It was apparent in some studies 
that provision of support by staff with previous lived experience of homelessness and 
problematic substance use was particularly beneficial to service users and thus has much 
potential. Services must ensure that they do not increase people’s risks of harm as a 
result of environments that do not take into account people’s experiences of trauma (89). 
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Support should be long enough in duration for people to gain stability, to avoid relapse, 
and to move into (self-defined) recovery. Practical, peer, and emotional support should be 
delivered without stigma, where trust, mutual respect, and collaboration is fostered 
between those delivering and using services. It is important to note that, whilst some of 
these components may appear obvious or even taken for granted, these are not 
necessarily present or prioritised in current service delivery as we note above. While these 
key components are not radical concepts in and of themselves, they would, we believe, if 
implemented and financed consistently, provide a radically different experience for those 
using services.    
 
Across many of the studies (33,70,71,73,74,79,83) male and female participants appeared 
to prefer services aligned with a harm reduction philosophy. For many, the culture of harm 
reduction is providing people with positive experiences of effective treatment.  However, 
there were elements of both harm reduction and abstinence-based interventions that were 
perceived as effective. The intervention that people engage with will depend on individual 
circumstances, so access to a range of interventions with opportunities to choose which 
approach suits them best is required, which is a key principle of harm reduction (36,40).  
 
There should also be opportunities for people to (re)learn life skills, and partake in 
activities such as cooking, shopping, budgeting, and to access education and 
employment, to help them reintegrate and grow in confidence, and these should be 
provided in conjunction with suitable, safe and secure housing. These opportunities should 
be identified on an individual basis: some may need parenting skills or knowledge on how 
to build and sustain relationships, others may need skills on sustaining housing. This 
requires goal setting and realistic timescales. While not discussed by participants in the 
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included studies, occupational engagement can also improve outcomes for those 
experiencing homelessness (90).  
 
For many, engaging with treatment will be challenging, so service providers must 
understand the complexity of people’s lives, and how their circumstances will affect 
engagement. Providing these key components within the context of person-centred care is 
essential. A facilitative environment, enabling people to develop trust and relationships 
with staff, should enable engagement with treatment and activities.  
 
Discussion 
We synthesised the findings of 21 qualitative studies, reported in 23 papers that explored 
components of problematic substance use treatment deemed to be effective by adults 
experiencing homelessness in three countries. Our findings provide fresh insight into what 
is considered effective and why, from this viewpoint. We have highlighted several key 
components of effective treatment, as well as highlighting the importance of stability for 
participants, which has often been overlooked by authors. Of interest, those authors who 
noted the need for stability were writing about harm reduction approaches, suggesting 
stability may be perceived differently when considering harm reduction and abstinence-
based treatment. This novel finding highlights the benefit of synthesising individual 
qualitative studies in a ME, identifying a component of treatment that is likely to be 
important to those experiencing homelessness, but possibly overlooked by those working 
in and researching the field. Our line-of-argument and model emphasise the key 
components which enable people to engage effectively with treatment and move on with 
their lives in positive and less harmful ways, including into (self-defined) recovery.  
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Harm reduction and abstinence-based treatments featured in the reviewed studies and all 
were reported by participants as having some degree of effectiveness. In several studies 
(33,70,71,73,74,79,83) participants preferred harm reduction-orientated services where 
they had opportunities to set individualised goals, rather than having to achieve and 
maintain abstinence. Often, harm reduction and abstinence-based treatments are 
understood as being located at different ends of a continuum, something that can be 
reinforced by service providers, policy and strategic decision makers, and academic 
researchers. The findings of this review highlight that people who are homeless who also 
require services for problematic substance use want and need a range of interventions 
that belie this apparent separation. Harm reduction services provide a crucial way of 
engaging those who find high-threshold services inaccessible and meet people ‘where 
they are at’ (36), yet abstinence-based treatments should also be made available when 
people are open and ready to stop active use (either for the short or longer term). Harm 
reduction is pragmatic, compassionate and incremental, which are elements discussed by 
participants in the studies synthesised as essential to effective treatment. Our view is that 
these often opposing approaches should be understood as inherently complementary 
(91). 
 
Individuals are likely to have different needs and desires relating to their substance use at 
different time points, so a continuum of services and approaches should be therefore be 
made available and offered without judgement. Those people experiencing homelessness 
should not feel that the only way to access a safe space to stop drinking or using drugs is 
in settings in which abstinence is expected or enforced. Instead, substance use 
services/treatment settings need to support people to stop using substances safely, as 
required, without any assumption of continued abstinence. As described by Rhodes (92) 
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there are particular environments that increase people’s risk of drug harms, including a 
lack of suitable housing, high threshold services and access to appropriate treatment, as 
well as stigmatisation and drug laws. Thus, services must not increase people’s risk of 
harm. Thus, a truly flexible system which provides both harm reduction and abstinence-
based approaches is recommended for people experiencing homelessness.  
 
Importantly, people need choice regarding which intervention/treatment is best for them, 
and to have access to a range of approaches offered over a period lasting long enough to 
help them to achieve stability and prevent relapse. In our review time was important, with 
interventions being considered effective when they went beyond formal treatment, either in 
terms of extended treatment approaches or in the provision of safe housing, such as 
Housing First. It is also likely that people’s choices may change over time, depending on 
their circumstances. This can also mean that their choices of harm reduction or 
abstinence-based approaches can also change over time, depending on which approach 
is deemed most appropriate to their current needs.  
 
One aspect of effective treatment that came through strongly was the need to offer people 
opportunities to develop skills and hobbies that can help them to live a life off the streets. 
Acquisition of life skills arguably requires a certain degree of stability to be maintained. 
While such activities are most likely to be part of residential programmes, they also need 
to be embedded into community-based interventions. Online interventions can also 
provide opportunities to develop these skills. This finding fits with the concept of ‘recovery 
capital’ (45), where recovery from problematic substance use includes developing 
meaningful activities and creating additional sources of social support (93,94), and aligns 
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with studies exploring the role that client participation in life skills counselling/support can 
have on alcohol-specific and general approach coping (95).  
 
This review identified that how an intervention is delivered is critically important. For those 
experiencing homelessness and problematic substance use, engagement with all forms of 
treatment or service can be particularly problematic due to judgemental attitudes of others 
and stigma (21,43). Regardless of the service approach, staff must be non-judgemental, 
and supportive relationships should be core. As Horvath et al. (96) highlight in their meta-
analytic review, the alliance-outcome relationship is one of the strongest and most robust 
documentable predictors of treatment success making it one of the most important 
influences on individual psychotherapy outcomes. Alliance quality can reflect the 
collaborative dimension of therapy, as well as the importance of practitioners responding 
non-defensively to client behaviours. Better outcomes can be expected when the worker 
or therapist affirms and conveys unconditional warmth and liking for their client (97–99). 
Meier and colleagues (100) reported similar findings in their review, with therapeutic 
alliance being a consistent predictor of engagement and retention in drug treatment.  
 
Implications from the review for policy, practice and research 
Treatment for problematic substance use can be relatively short, with a minimum of three 
months being recommended (94), although longer-term treatment and continued support 
is considered beneficial (101). In our review, participants considered an effective 
intervention to be one which provided long-term treatment, and ongoing support, to help 
them to achieve stability. The need for longer-term treatment duration is consistent with 
findings from other studies in which extended treatment is associated with improved 
outcomes (102,103). Ongoing support through aftercare tends to be provided following 
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initial, more intensive, treatment, and includes mutual aid support groups as well as formal 
case management, home visits, and therapeutic contacts via telephone/face-to-face 
check-ups, in individual or group settings. According to Lash and colleagues (104), 
increasing the duration of care to at least a year, providing monitoring, actively reaching 
out to engage clients in ongoing care, and using incentives can be beneficial.  
 
Our findings therefore connect with broader evidence suggesting the need for 
development and evaluation of longer-term treatment and aftercare models, to avoid 
relapse, enhance stability, and enhance the likelihood of a range of positive outcomes, 
within both harm reduction and abstinence-based interventions. It is important to note that 
in our review, the requirement for lengthy treatment and aftercare came across strongly in 
the words of participants but was far less discernible within original author interpretations. 
Thus, the importance of stability may be underreported in the literature. For those 
experiencing homelessness and problematic substance use, the need for longer-term 
interventions and after-care support is not surprising, given the myriad of challenges they 
faced. While the included studies did not specify a desired length of treatment, there was 
recognition that the longer support continues, the better. This desire from participants is in 
conflict with the reality of services globally, where austerity and systematic underfunding 
and cuts to services put pressure on services to discharge people as quickly as possible. 
This appears to be particularly problematic in the UK (25–27), but can also be seen in 
other countries. Thus, more research is required to identify the optimal length of treatment 
duration for those experiencing homelessness and problematic substance use. 
 
Many of the factors identified by participants as essential to an effective intervention 
resonate with the concept of Psychologically Informed Environments (PIEs; 97), a 
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psychological framework designed to ensure services respond to the needs of those 
experiencing homelessness. The traumatic experiences that people using services have 
had, and the ensuing emotional impact, lie at the core of this approach, with people’s 
coping strategies, including problematic substance use, being understood in this context 
(105,106). The physical environment and staff training are two key components of PIEs 
(89) and were highlighted by participants in 11 studies in our review. Service providers can 
make improvements to their environment in order to support those who find it hard to 
engage with mainstream health or substance use services, through the use of flexible 
drop-ins, improved kitchen and dining facilities, notice boards, lighting and décor (89).  
 
Substance use treatment for those experiencing homelessness is a complex issue and 
therefore requires a complex, flexible, inter-agency response. For some, standalone 
interventions may facilitate engagement with treatment but are unlikely to enable 
individuals to maintain their recovery. For many, their housing situation complicates their 
ability to engage in treatment, so providing services that address their substance use 
along with other needs is vital. Interventions such as Managed Alcohol Programmes, 
transitional housing and Housing First provide individuals with a home to live in as well as 
access to a range of health and support services.  
 
It is important to note that these findings are based on a particular group of people 
accessing treatment for problematic substance use when they are experiencing 
homelessness. There are many missing voices from the studies we reviewed, including 
those who identify as lesbian, gay, bisexual, transgender, and other sexual identities 
(LGBT+), those not engaged in services, and participants from a wider range of countries. 
Such groups are likely to experience additional problems accessing and engaging with 
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effective treatment (107–109). Other voices, whilst present, were hard to perceive, 
especially women and those from ethnic minority communities. We therefore caution that 
the components identified in this review may not be relevant to the wider population of 
people with homelessness and problematic substance use concerns. More research is 
needed to identify components of effective treatment from those who were not included in 
the synthesised studies. 
 
Strengths and limitations 
Details of our strengths and limitations are shown in Additional File 1. This novel ME has 
highlighted several components of effective treatment that are likely to have been 
neglected using other review methods, particularly the finding regarding the need for 
stability. Throughout the review, many steps were taken to enhance rigour: all stages of 
study searching, screening, quality appraisal, data extraction, and analysis were checked 
for accuracy by at least two people, with regular team meetings held to reflect on the 
process and outcomes. Additionally, this ME is among the first to use the eMERGe 
reporting guidance (61) aimed at enhancing review quality and transparency. The 
reviewers consisted of four White Scottish/British women with backgrounds in social 
science/psychology, mental health/substance use, and adult nursing; three work within the 
field of substance use. All four reviewers had significant experience in conducting 
qualitative research in a range of topics. ‘Sense-checking’ our findings with people with 
lived experience is not usual practice in ME, however, this step gave additional 
opportunities for critical reflection on our findings, line-of-argument, and model by 
providing feedback from three ‘experts by experience’ (all White Scottish/British, two men 
and one woman). While we did not include people with lived experience throughout the 
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review, we did involve stakeholders with relevant experience at various stages, including 
project planning. The findings resonated with their experiences.   
 
It is important to note that our findings and model are based on the views of participants in 
included studies, which represent a relatively narrow view of those likely to be 
experiencing homelessness and problematic substance use. This paper deliberately 
focused on the experiences of adults over 18 years of age, and so excludes the 
experiences of younger people. Most of the studies (n=18) were conducted in the USA 
and Canada, which may limit the transferability of the findings to other settings, particularly 
given differences in terms of the support provided to and treatment of those experiencing 
homelessness in terms of housing, healthcare (including substance use treatment), 
criminal justice system and welfare payments (110). In conducting the ME, we specifically 
paid attention to participants’ characteristics in studies, such as gender and ethnicity as 
well as the country in which the study was conducted, in order to establish whether 
different groups reported different experiences or refuted our translations. However, a lack 
of diversity in the studies and in the geography of the research meant that opportunities to 
identify disconfirming cases were limited.  
 
Five papers were excluded from review, either due to a lack of sufficient first-order data for 
translation, or because the study did not fully meet the inclusion criteria  (41,111–114). 
Inclusion of these studies is unlikely to have altered our findings and model; for example, 
these studies report similarities in terms of access to support (41,113,114); the importance 
of having choices (41,111); feelings of safety and stability (41,112); and the different 
experiences of harm reduction and abstinence-based services (112,114). Study 
participants are similar to those in our included studies: mostly male; no sexual identity 
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reported; and, of the studies reporting ethnicity, participants were mostly Black (111) or 
Indigenous Canadians (112). In the North American context the issue of culturally 
competent and respectful care for Indigenous people is particularly important (43). This 
issue is not discussed in detail in the present review, however, because it did not emerge 
as a strong theme within our analysis (because it did not feature in the studies we were 
synthesising). Additionally, eight studies focused on alcohol, seven on alcohol and drugs, 
and three on drugs. Finally, as with all qualitative research, throughout this review we 
have expected and addressed researcher bias; from the studies, and from our own 
reflections and processes.  
 
Conclusion 
This novel ME extends the current evidence base by providing an understanding of the 
components required for effective problematic substance use treatment from the 
perspective of those experiencing homelessness. In line with implementation science, the 
components identified may promote the application of interventions in real-world settings. 
In particular, it seems that how treatment is provided is more important than the particular 
interventions people receive. Ensuring that people receive treatment in a facilitative 
environment, with staff who are non-judgemental, compassionate, and respectful is 
critical. Opportunities to develop skills and to (re)learn how to live a life away from 
homelessness and substances further supports effective treatment. In view of the 
importance of the desire for stability voiced by study participants, treatment and care 
should be provided for as long as is required by an individual, with continuing support or 
after-care post-treatment. Our view is that these core components collectively represent 
an urgent call for a radical reorientation of services towards meeting the needs of 
individuals with multiple needs. Further research is needed to understand the views of a 
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wider range of individuals, including those from minority groups or who are currently not 
engaged in services, for whom both experiences and views on what is needed may be 
quite different.   
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